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ABSTRACT 
Assessing childhood abuse and neglect in residential drug treatment clients  
                                                           
1 This manuscript is a result of the IPTRP project financed by the European Commission DGXII, Directorate E-
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This article focuses on self-reported child neglect and abuse in residential drug treatment 
drawing on data from clients in Scotland collected 1996-1999.  It notes the lack of adoption of 
regular screening using validated tools of childhood trauma in men and women. The authors’ 
findings suggest that the prevalence of childhood abuse histories are higher in female drug 
users than male drug users but recognises that even with standardised tools there is a wealth of 
diverse categories of severity of abuse that warn against broad treatment plans for ‘the 
traumatised’. 
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Assessing childhood abuse and neglect in residential drug treatment clients   
 
INTRODUCTION 
 
A growing number of international studies have demonstrated that a history of child abuse is 
common in the psychosocial profiles of substance misusers seeking treatment [1] [2] [3]. 
Childhood histories have been collected in the empirical research in four ways: direct face-to-
face interviews, postal and telephone surveys, self report instruments and chart reviews. Self-
report tools within an interview have become the preferred tool of research.  
 
Self-report tools are subject to the underlying assumptions and values of their authors which 
may be transparent in the operational definitions used.  In the literature, issues of definitions 
are largely unresolved and terms such as ‘trauma’ ‘maltreatment’ and ‘abuse’ are often used 
interchangeably and this has implications for research and clinical practice. For instance, 
sexual abuse has been assessed in contrasting ways.  Some authors have relied on age 
differentials between victims and abusers in their definitions or different age limits for victims 
[4] [5] [6].  For example, one of the indicators of sexual abuse in Bernstein et al’s Childhood 
Trauma Questionnaire [6] is the response to the statement ‘When I was growing up.. I had sex 
with an adult or with someone who was a lot older than me (someone at least 5 years older than 
me)’.   
 
The number and types of questions about sexual and physical abuse in studies has varied from 
one screening question i.e. ‘have you ever been sexually abused’ [7] [8] to a set of screening 
questions i.e. ‘In the past 30 days, to what degree were you bothered by past experience 
involving  a)  emotional abuse; b) physical abuse and c) sexual abuse; from the EuropASI [9] 
to multiple questions about experiences that fit a definition of abuse within mention of the 
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word ‘abuse’ [10] or the explicit mention of feeling abused as in the in-depth 53 item or 90 
item versions of the Childhood Trauma Questionnaire [6].  
 
The analytical strengths and weaknesses of available investigative tools demonstrate the 
history of different definitions and approaches to studying childhood experiences 
retrospectively.  Some tools gather descriptive information and then apply formal ‘abuse’ 
criteria to the qualitative data while others, such as the Childhood Trauma Questionnaire, 
collect quantitative data via Likert-scale responses to statements.  This approach typically leads 
to analysis of severity of '‘abuse’ or dichotomous ‘cut off’ points for the ‘abused’ or ‘non 
abused’ in a search for associations to explain behaviour in adult life such as substance use.  
 
Since the design and dissemination of the Childhood Trauma Questionnaire in the mid 1990s, a 
growing number of studies have used the tool to assess childhood histories of abuse.  These 
empirical investigations, mainly conducted by psychiatrists and the medical profession, include 
the study of male and female soldiers in the US army [11] [12], inpatient women undergoing 
trauma-related treatment [13] [14], women aged 55-73 years old in a clinical trial for panic 
disorder [15], adolescents[16] [17], alcoholics [18] and substance using women [19] [20]. 
 
This paper presents data from the Scottish site of a large scale European study: the Improving 
Psychiatric Treatment in Residential Programmes (IPTRP) Project.  The IPTRP project was 
funded with the objective of establishing a Concerted Action (CA) addressing the 'needs of 
emerging dependency groups' referenced in Area 6 (public health research including health 
service research) of the BIOMED II programme of the European Commission.  One of the 
clinical purposes of this cross-sectional retrospective study was to estimate the prevalence of 
childhood trauma histories in men and women in drug treatment in Scotland using the 
Childhood Trauma Questionnaire [6]. The use of such a validated self-report instrument within 
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a face-to-face interview offered the research team one of the better methods for the assessment 
of childhood trauma for clinical interpretations and potentially cross-national comparisons.  It 
was hoped that rapport and empathy during the interviewing process would increase the chance 
of disclosure.  
 
In this article, we critically examine self reported data collected using the Childhood Trauma 
Questionnaire (CTQ) in a group of adults undergoing residential drug treatment in Scotland.  
We explore the process of assessing childhood experiences using this tool: collecting 
descriptive data on the 53-item CTQ, creating dimensional scores by summing Likert-scaled 
items and then using pre-determined cut off points for clinical interpretation of abuse severity.  
We discuss the findings of the analysis and their implications for research and clinical practice. 
 
THE STUDY 
This paper reports on a focussed national effort of the IPTRP Project detailed above. 
 
Negotiation for access to the drug users in the recovery process at 3 Scottish treatment units by 
the principal investigator (JW) began in December 1996 and continued until April 1997 with 
regular meetings with the ‘gatekeepers’.  In this negotiation period, great pains were taken to 
be transparent about the research tools used, and how the research would be used.  As Goode 
reflects on her research with substance-using mothers “particularly in view of the acute 
vulnerability of this client-group, gate-keepers had a clear responsibility to protect them from 
exploitation by unscrupulous researchers, or from direct or indirect harm” ([21] point 7.1)  
Likewise, JW invested many hours in explaining clearly and fully the nature of the research 
process.  From May 1997 to June 1998 JW provided 26 days of staff training and support in 
implementation of new assessment procedures at the residential units.    
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The systematic sample were male and female clients consecutively admitted to the 3 Scottish 
residential treatment units during the period from June 1997 until October 1998. Clients were 
approached by treatment unit staff and if interested gave informed consent to participate in the 
study.   Inclusion criteria for participants at the onset of the study were: being aged between 16 
and 60 years old and being in a fully detoxified state.   
 
Interviews and recruitment of 17 additional interviewers drawn from amongst the respective 
treatment staffing establishments, who had received validated training was conducted by one of 
the authors (JW). Each research participant completed a battery of standardized validated 
clinical research instruments (Childhood Trauma Questionnaire, The Structured Clinical 
Interview for DSM-IV Axis I and Axis II Disorders, European Addiction Severity Index, the 
Maastricht Social Network Analysis).  The standardised assessment battery, was administered 
in the third to fourth week of treatment when clients participating in the study had achieved a 
fully detoxified status. In order to overcome any literacy problems, clients were given the 
choice to complete the questionnaire on their own or have the interviewer conduct the 
assessment. The data was managed and analysed using SPSS for Windows (SPSS Inc. 
Chicago).   
 
This article uses data from a subset of 60 men and 31 women drug users who provided 
completed usable data relating to the Childhood Trauma Questionnaire.  
 
The Childhood Trauma Questionnaire is a self-report screening questionnaire that has been 
designed to be an assessment of emotional abuse, physical abuse, sexual abuse, emotional 
neglect and physical neglect. Many items are phrased in objective behavioural terms (when I 
was growing up, someone tried to touch me in a sexual way or tried to make me touch them) 
while others call for more subjective evaluations (when I was growing up, I believe that I was 
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sexually abused).  Validation studies of the CTQ have been conducted in 7 different clinical 
and non referral samples consisting of over 2200 respondents. These studies have supported 
the reliability and validity of trauma histories obtained using the CTQ including their stability 
over time, convergent and discriminant validity with structured trauma interviews and 
corroboration using independent data [22].  The Childhood Trauma Questionnaire (in its 90 
item or 53 item or shorter formats) can not be used for research or clinical purposes without the 
permission of the authors. 
 
Our study used the 53-item version of the CTQ.  The CTQ was preceded with the instructions: 
“These questions ask about some of your experiences growing up as a child and teenager.  For 
each question, circle the number that best describes how you feel.  Although some of these 
questions are of a personal nature, please try to answer an honestly as you can.  Your answers 
will be kept confidential”  
Clients respond to statements on a 5 point scale ranging from 1-never true to 5-very often true.  
Scoring from David P Bernstein (Copyright 1995) had the following ranges: emotional abuse: 
12-60, physical abuse 7-35, sexual abuse 7-35, emotional neglect 16-80 and physical neglect 8-
40.  Guidelines have been offered by David P Bernstein for the clinical interpretation of CTQ 
scores using ‘cut-off’ points for abuse severity.  These are outlined below. 
 
 None or 
minimal 
Low to 
moderate 
Moderate to 
Severe 
Severe to 
Extreme 
Emotional Abuse 12-29 30-34 35-40 41 and above 
Physical Abuse 7-11 12-13 14-17 18 and above 
Sexual abuse 7-8 9-12 13-21 22 and above 
Emotional neglect 16-38 39-49 50-60 61 and above 
Physical neglect 8-11 12-13 14-18 19 and above 
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Table 1 summarises the background characteristics of the study group. The study group were 
all aged between 16 and 44 years old and reported mainly living in a large city.  Nearly three 
quarters of the group had been mainly unemployed over the previous three years.   Three 
quarters of the study group reported that polydrug use was the major problem for which they 
were engaging in drug treatment. 
[Place Table 1 here] 
     Substance use 
 
All clients participating in the research study had a long history of alcohol and drug use (Table 
2).  The median age of first use of alcohol and drugs was 14 years.  Over 90% of the study 
group reported that they had ever used heroin and 19% of the group on entering treatment 
reported their current heroin use was a concern.  The median age for using more than one 
substance daily was 15 years old for men and women.  Three quarters of the group reported on 
entering treatment that their current polydrug use was a concern. 
 [Place Table 2 here] 
 
Emerging childhood experiences 
 
The descriptive CTQ data by gender is presented within each ‘domain’ in turn: emotional 
abuse in Table 3, physical abuse in Table 4, Sexual abuse in Table 5, emotional neglect in 
Table 6, physical neglect in Table 7.  
 
[Place Tables 3-7 here] 
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Table 3 shows that compared to men, a significantly higher proportion of women responded  
‘often true’ and ‘very often true’ to six of the 12 indicators of ‘emotional abuse’ : When I was 
growing up… people in my family criticised me (p=0.006), When I was growing up…I had to 
protect myself from someone in my family by fighting, hiding or running away (p=0.019), When 
I was growing  up …people in my family said hurtful or insulting things to me (p=0.036), When  
I was growing up…people in my family seemed out of control (p=0.025), When I was growing 
up… someone in my family hated me (p=0.001) and When I was growing up… I was frightened 
of being hurt by someone in my family (p<0.001).  In their subjective responses to ‘when I was 
growing up.. I believe that I was emotionally abused’ 10 /30 (33.3%) women and 36/60 (60%) 
men responded never or rarely true.  
 
A striking finding of the cross tabulations is clearly displayed in Table 5.  Compared to men, a 
significantly higher proportion of women responded ‘very often true’ and ‘often true’ to 7 out 
of 8 indicators of what can be clinically assessed as ‘sexual abuse’:  When I was growing up… 
I had sex with an adult or someone who was a lot older than me (someone at least 5 years 
older than me (p=0.006), When I was growing up… Someone tried to tough me in a sexual way 
or tried to make me tough them (p<0.001),  When I was growing up.. Someone threatened to 
hurt me or tell lies about me unless I did something sexual with them (p<0.001), When I was 
growing up..Someone tried to make me do sexual things or watch sexual things (p<0.001), 
when I was growing up.. Someone molested me (p<0.001) and When I was growing up.. I 
believe that I was sexually abused (p<0.001).  In this last statement, a subjective evaluation, 
15/30 women (50%) and 57/60 men (95%) responded never or rarely true. 
 
The next stage in the process of interpreting the CTQ data was the summation of the raw scores 
for each ‘domain’ as outlined earlier in the text.  Comparisons of the mean scores and their 
standard deviations for each domain by gender are presented in Table 8.  The translation of 
 10 
Likert-scale responses to descriptive statements to numerical scores presents highly significant 
differences by gender for ‘emotional abuse’ (p=0.002) and ‘sexual abuse’ (p=0.001) and 
marginal significant difference by gender for ‘physical abuse’ (p=0.045) which is surprising as 
there were no significant differences for any one of the 7 indicators in the ‘physical abuse’ 
domain. 
 
[place Table 8 here] 
 
In accordance with the clinical guidelines that accompany the CTQ, the next analytical stage 
was to categorise the ‘scores’ into the four ‘abuse’ severity bands of ‘none or minimal’, ‘low to 
moderate’, ‘moderate to severe’ and ‘severe to extreme’.  The diversity and complexity of 
‘growing up’ experiences reported by the adult drug users in recovery are demonstrated in 
Table 9.  
 
[place Table 9 here] 
 
Of the 91 men and women, there were 56 different ‘profiles’ of ‘abuse’ severity (shown in 
Table 9).  It was notable that where similarities existed, these were where ‘abuse’ severity was 
low or minimal or where it was extreme.  These bands of ‘abuse’ severity may offer the 
clinician a snapshot of the reported histories of each client and as such are valuable for 
screening purposes and generating prevalence statistics.  A sociological concern is that these 
‘labels’ are quite distant from the actual responses made by the clients.  The clinical 
interpretation is linked to responses to 53 statements on a quantitative research tool and is 
constrained in its format of being unable to capture detail that was not formally asked.  
Comparing the four bands of ‘abuse severity’ for emotional abuse, physical abuse, sexual 
abuse, emotional neglect and physical neglect by gender, as shown in Table 10, it was found 
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that a significant higher proportion of women compared to men reported severe to extreme 
experiences of emotional abuse and sexual abuse.  Therefore while there can be some 
confidence in the responses gathered, it can be wholly assumed, in the absence of interpretative 
methods, that this does not under represent the prevalence of trauma experienced by the study 
group when growing up. 
 
[place Table 10 here] 
 
Indeed, a count of the number of ‘Severe to Extreme’ bands for abuse experiences across the 
five domains presents a definitive picture that, based on the current available data, a third of the 
women in the study group were clinically classified as reporting severe to extreme histories of 
4 or 5 of the ‘trauma’ domains.  This is compared to 3% of the male clients (Table 11).  
 
[place Table 11 here] 
 
DISCUSSION 
 
This article has reported on the administration of the Childhood Trauma Questionnaire to one 
of the largest groups of substance users in residential drug treatment in the UK reported to date. 
From the present Scottish study, findings suggest that in our female client group, prevalence of 
emotional abuse was 63.3%, of physical abuse 56.7%, of sexual abuse 66.7%, of emotional 
neglect 56.7% and of physical neglect 70.0%.  The CTQ assessment of substance using women 
in the wider community has not been conducted so comparative data is unavailable.  Some 
limited comparisons can be made to US studies. In a community sample of IVDU women 
living in Texas USA, Medrano and colleagues [19] [20] found that in 181 women 83 (45.9%) 
were emotionally abused, 100 (52.2%) were physically abused, 109 (60.2%) were sexually 
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abused, 151 (83.4%) were emotionally neglected and 108 (59.7%) were physically neglected 
which with the exception of emotional neglect displays a similar prevalence pattern. Cohen and 
Densen-Gerber reported a much lower prevalence of childhood sexual abuse (33%) in women 
in 6 drug residential facilities using a different assessment tool to the CTQ [23].  But in the 
absence of a comparison group of CTQ assessments from drug users in the Scottish community 
or from the general population, it is difficult to contextualise the nature of the ‘high’ rates of 
abuse found in this study. So we remain tentative in our findings until further research is 
conducted in the UK. 
 
In our study we made comparisons of male and female clients as it is increasingly recognised 
that women have different needs from men [24]. For women substance abusers prevalence for 
sexual abuse and physical abuse range from 21% to 66% [1] [2] [25] [26].  Drug treatment 
services are more likely to address the psychosocial factors in women including childhood 
sexual abuse [27]. It has been consistently shown that two out of three women entering 
treatment have a history of sexual and physical abuse [28] [1] [2] [29] [30].  However, women 
with histories of physical abuse or sexual abuse may be labelled as ‘difficult’ by clinicians 
during treatment [3].   
 
There is little research using the CTQ in substance using men in treatment or in the 
community.  Rosen and Martin reported in their study of male US soldiers that 50% met 
criteria for physical abuse and 9% for sexual abuse [11].  Our findings  in the male client 
group, where prevalence of emotional abuse was 43.3%, of physical abuse 45.0%, of sexual 
abuse 35.0%, of emotional neglect 45.0% and of physical neglect 75.0% confirm that for male 
substance abusers rates of physical abuse were much higher than sexual abuse [30]. Dunn and 
colleagues studied 100 men in an inpatient drug treatment program. They reported that 34% of 
these men experienced at least one form of childhood abuse.  Percentages of abuse included the 
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following: physical abuse (25%), emotional abuse (25%), sexual abuse (6%) and multiple 
abuse (18%) [30]. 
 
Our findings show, as other authors have found (e.g. [19]), that ‘abuse’ profiles of men and 
women are multi-dimensional i.e. one domain of abuse on the Childhood Trauma 
Questionnaire is not mutually exclusive from another in substance using populations   Sexual 
abuse may be the most traumatic and invasive of the abuse types, but severe physical and 
emotional abuse and neglect are not without implications. It is important for future research in 
the area of childhood abuse histories in drug users to take into considerations all abuse types, 
particularly in research with women. 
 
The prevalence statistics for male and female clients from this study are valuable for clinicians, 
addiction researchers, addiction workers and policy makers. Clinically trained researchers who 
are interested in the causes and consequences of child abuse and neglect have been previously 
constrained in their empirical investigations by unvalidated tools [5].  This study constitutes a 
first step in the effort to assess childhood abuse and understand their prevalence in a help-
seeking drug user population.  Further sociological research is need to unpick the role of 
childhood experiences in substance using in adulthood. More clinical socio-ecological research 
is required to map the linkages between child abuse and neglect and the risk of substance use in 
adulthood. These prevalence statistics may under represent the extent of emotional, physical 
and sexual ‘abuse’ (action towards an individual) and emotional and physical ‘neglect’ 
(withdrawal of action towards an individual). 
 
We recommend the adoption of the CTQ by clinical psychologists and other professionals 
working with clients with concerns about their drug use, as a routine clinical assessment tool.  
When it is used in conjunction with other available data to professionals, it may help identify 
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individuals for whom their childhood histories have played a role in the development of a 
range of psychiatric symptoms and behaviour issues such as posttraumatic stress disorder, 
substance use, depression and anxiety and self-harm [31] . For clinicians, the CTQ could be 
used as a vehicle for querying drug users about their childhood histories of abuse and could 
enable the disclosure of further details such as the identity of perpetrators, victimisation of 
siblings and other family members within the context of a therapeutic encounter.  Research 
suggests that childhood maltreatment is underreported in clinical settings and that systematic 
assessment may increase rates of disclosure [32].  As such it is a starting point and not a 
substitute for clinical judgement and a wider portfolio of clinical and social information being 
collected [17].  Our finding of 56 distinct ‘abuse’ profiles in 91 residential drug treatment 
clients is a striking reminder of the diversity of problems of this client group and should act as 
a warning against broad stroke treatment plans for the ‘traumatised in childhood’ within this 
population. 
 
For researchers, important questions remain unanswered especially concerning the social 
context of initial drug use. This study was unable to collect data relating to age of first 
traumatic experience or to corroborate with other materials, sibling accounts etc.  To 
disentangle the nature of the trauma-drug abuse relationship further sociologically informed 
research will need to consider ‘trauma’ in a broader holistic way – what about poverty 
experiences in childhood and marginalisation? Substance using women are still a little-known 
and vulnerable population of which we need to increase our understanding in order to develop 
effective social policy [21]. 
 
Some methodological concerns 
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We concede that the findings presented here are based on a retrospective small systematic 
sample which, although larger scale than previous work, still has limited generalizability.  
Downs and Harrison have provided a critical review of ‘childhood maltreament and the risk of 
substance use’ which eloquently reports on methodological issues in the empirical evidence to 
date, such as variation in the definitions of childhood maltreatment, retrospective and 
prospective methods, adolescent and adult populations, community and in-treatment 
populations, sampling procedures and data collection instruments and methods [33].  Likewise, 
in locating this study within the body of empirical evidence, there are several methodological 
issues. Finally, this article will discuss some of the major methodological caveats of the present 
study which relate to using a self-report tool, the interviewers and the researched. 
 
The present study, like all retrospective cross-sectional research into childhood maltreatment, 
relies on the recall of past events. The participants may have been reluctant to disclose histories 
in a self-report questionnaire, may have given distorted or otherwise inaccurate responses, felt 
obliged to respond or have misinterpreted questions due to wording.  Our research design did 
not allow for the corroboration of self-report data from other sources e.g. sharing trauma 
histories with previous other treatment service providers or social work services.  This 
methodological limitation means that our findings are vulnerable to two concerns; the failure to 
recall or share positive trauma histories (i.e. false negatives), and reporting inaccurate life 
histories of past childhood maltreatment (i.e. false positives).  One of the motivations to utilise 
a battery of standardised sub-clinical instruments was to reduce the possibility of false 
negatives and false positives.  Where inconsistencies emerged during the clinical interviews, 
probes and prompts were used to clarify responses in addition to using cross-check questions.  
Other authors have suggested such techniques as multiple questions, follow-up questions that 
clarify the responses more clearly, time frames and use of other important vents to clarify 
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recall, together with memory aids such as ‘time lines’ to improve the quality of self-reported 
retrospective data [2].  
 
It was assumed that the self-reports of men and women in residential drug treatment are of 
acceptable reliability and validity. This can be challenged on the grounds of being a drug user 
and being in treatment. 
 
Being a drug user is an issue of relevance for the reliability and validity of self report. On the 
basis of a recent review, there is little reason to reject the use of self-report data as unreliable 
and invalid [34].  As Darke concludes ‘The consistency of the findings of drug studies using 
different methodologies and in different countries is further corroboration of the overall utility 
of self-report’ ([34] p 262).  However, the summary report of an invited European Expert 
Meeting highlights the crux of the challenge of field-based methods with drug users: “An 
unquestionable authenticity is often claimed and allowed to the views of the ex-addict “I know 
what I’m talking about”, "I’ve been to hell and back”,  “I’ve seen it all” ([35] p 37). 
 
Our research participants report extreme drug use and childhood trauma reports.  There may be 
some limitations of self-report data as it could be argued that if there is a high association 
between trauma, psychopathology and substance use characterising this sample, then this may 
be sample biased memory of childhood adversity – i.e. the childhood trauma questionnaire 
scores are inflated.  However, a recent literature review does not support this premise that 
psychopathology renders memory of childhood experiences inaccurate [36] [37]. 
 
There may be issues over the instructions and wording of the CTQ.  One team of researchers 
revised the instructions to “In this section, we would like to know about experiences you may 
have had before you were 18 years of age” [38] to clarify the age range of experiences referred 
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to in the phrase ‘when I was growing up’.  Another researcher Leora Rosen PhD in her 
empirical research with male and female soldiers in the US army reports that the inclusion of 
four screening questions [39], used in a national survey of US adults, highlighted 
methodological concerns about the wording of some CTQ questions.  Finkelhor’s questions 
asked specific details of abusive experiences such as I) intercourse 2) touching, grabbing or 
kissing 3) exhibiting body parts or the taking of nude photographs and 4) oral or anal sex.  
Rosen found that more soldiers responded positively to these four questions - which she 
classified as being sexually abused - than to the CTQ sexual abuse questions.  From the 
additional data collected by her about soldiers' written and verbal reports she offers the 
explanation that the soldiers felt it was confusing, that some of the questions referred to a 
family member perpetrator, while others did not.  As a result, their overall impression was that 
the scale was about familial abuse and they answered the sexual abuse items accordingly.  
They indicated that their answers to the Finkelhor questions referred to extra-familiar abuse.  It 
is therefore necessary to consider this when examining our findings and adds more weight to 
our argument that this may be an under representation of the extent of childhood abuse 
experiences in this population.  However, the reverse could also be true – the lack of 
invasiveness of the CTQ questions may mean that there was greater disclosure as they tended 
to be embedded in the larger scale of abuse.  
 
Access and recruitment was reliant upon the personal connections of JW in the drug treatment 
field and her motivation to invest a substantial amount of personal time over and above 
‘normal’ working hours. It is uncertain whether other researchers will be able to replicate or 
build on research in this area if they do not share a ‘credibility’ in the drugs field as e.g. a 
trainer.  A researcher, if not similarly well connected, is likely to face substantial access 
difficulties. The principal investigator’s approach was to collect data and not ‘counsel’ i.e. 
additional detail provided during the course of the research interview was dealt with ‘I hear 
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what you’re saying, you have a lot of things going on there that need to be dealt with later’ was 
one way of managing the relationship between the interviewer and the client.  Goode argues 
that in the absence of informational friendship networks, one response of substance using 
women is to form emotionally significant relationships with their drug worker [21].  Clarity of 
definition between drug workers and researcher would be needed in this context so as not to 
exploit the client to disclose more for therapeutic need. 
 
Although the use of staff interviewers leaves the methodology vulnerable to the issue of the 
power differential between the interviewer (clinical staff member who can ‘treat’) and the 
research participant (the ‘treated’). It should be assumed that even though assurances that the 
information collected would not in any way affect their treatment, some participants may have 
felt coerced into taking part. 
 
Some authors have suggested that interviewees enrolled in treatment may be less likely to 
admit to illicit behaviours due to a fear of jeopardising their treatment [40] [41] [42].  
However, we argue that considering that the participants were in residential treatment, there 
may not have been a great deal of motivation to conceal information and that the rapport 
between the interviewer and the participant established by clinical professional-client relations 
served to facilitate information sharing, of a sensitive and stigmatising nature, within a safe 
therapeutic context. 
 
Methodological caveats aside, the present findings that childhood abuse and neglect are 
common experiences amongst substance abusers warrant a wider look at young people and 
adults with extreme histories of polydrug use. 
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CONCLUSIONS 
The self-reported prevalences of child maltreatment in men and women in residential drug 
treatment in Scotland were higher than previous US studies of treatment populations and 
higher than self-reported prevalence in the UK general population.  It is possible that in the 
majority of cases, the positive trauma histories have not been shared with health and social care 
professionals previously and therefore treatment needs have been unidentified and unmet. 
 
While the authors are aware of the limitations inherent with retrospective self-report data in 
adults of childhood maltreatment, our findings suggest that considering the scarce resources for 
places for residential drug treatment, further research should consider the risk of relapse in 
substance misusing adults who report positive child maltreatment histories.  The uptake of 
accredited training opportunities and the use of the Childhood Trauma Questionnaire as a sub-
clinical screening tool prior to engaging in drug treatment service would maximise the benefits 
of service to client and resource allocation for service provider. Policy moves towards 
integrated programmes which address both trauma and substance abuse are recommended. 
 
 20 
ACKNOWLEDGELMENTS 
The authors would like to thank David Bernstein, PhD for use of the CTQ and personal 
training of the principal investigator Jane Wilson.  The BIOMED 2 IPTRP Project was 
conducted between 1996 to 1999.  Prof Charles Kaplan, Universiteit Maastricht was 
Coordinator, Prof Eric Broekaert, Universiteit Gent was Co-coordinator, Prof Ove Frank, 
Stockholm University was Special Partner and the General Secretary was Mrs Marjoleen 
Dijkema, Universiteit Maastricht.  The Partners and national Coordinators were for Belgium 
(Universiteit Gent) Prof Broekaert and Mrs Veerle Soyez; for Netherlands (Universiteit 
Maastricht) Prof Charles Kaplan; for Sweden (SIS and Stockholm University) prof Ove Frank, 
Dr Vera Segreus and Dr Ingegerd Jansson, for France (CNRS-LASMAS) Dr Sebastien 
Reichmann, for Germany (IFT) Dr Heinrich Kufner, for Greece (KETHEA) Prof Gerassimos 
Papanastasatos, for Italy (I.E.F.Co.S) Prof Maurizio Coletti and Mrs Annalisa Pittino, for 
Norway (SIFA) Dr Edle Ravndal, for Spain (Universidad de Deusto) Prof Luis Pantoja and Dr 
Isabel Vielva and for United Kingdom (University of Stirling) Mr Rowdy Yates and Mrs Jane 
Wilson.  The general management team were Prof Charles Kaplan, Prof Eric Broekaert, Dr 
Rene Vleugels, Dr Marc Morival, Dr Jack Derks and Mrs Marjoleen Dijkema.  The database 
team were Dr Phillp Delespaul, Mr David Oberg, Mr Bart Leunissen, Mr Jonas Larsson and 
Mr Greg Carlson. 
 
 
 
 21 
REFERENCES  
 
[1] Paone D, Chavkin W, Willets I, Fiedmann P, Deschenes E and Jarlis D  The impact of 
sexual abuse: Implications for drug treatment.  Journal of Women’s Health 1992 1 (2) 49-53. 
 
[2] Miller BA, Downs WR and Testa M  Interrrelationship between victimisation experiences 
and women’s alcohol use.  Journal of Studies on Alcohol 1993 (Supplement) 11, 109-17. 
 
[3] Gil-Rivas V, Fiorentine R, Anfil MD Sexual abuse, physical abuse and posttraumatic stress 
disorder among women participating in outpatient drug treatment Journal of Psychoactive 
Drugs 1996 28: 95-102 
 
[4] Wyatt GE and Peters SD  Issues in the definition of child sexual abuse in prevalence 
research.  Child Abuse and Neglect 1986, 10, 231-240. 
 
[5] Briere J Methodological issues in the study of sexual abuse effects.  Journal of Consulting 
and Clinical Psychology 1992 60: 196-203.  
 
[6] Bernstein D, Fink L, Handelsman L, Foote J, Lovejoy M, Wenzel K, Sapareto E and 
Ruggiero J   Initial reliability and validity of a new retrospective measure of child abuse and 
neglect.  American Journal of Psychiatry 1994 151: 1132-1136  
 
[7] Siegal JM, Sorenson SB, Golding JM, Burnham MA, Stein JA  The prevalence of child 
sexual abuse: the Los Angeles epidemiological catchment area project.  American Journal of 
Epidemiology 1987 , 126, 1141-1153 
 
 22 
[8] Mullen PE,  Romans-Clarkson SE, Walton VA and Herbison GP Impact of sexual and 
physical abuse on women’s mental health, Lancet 1988, 841-845. 
 
[9] Blanken P, Hendriks V, Pozzi G, Tempesta E, Hartgers C, Koeter M, Fahrner A, Gsellhofer 
B, Kufner H, Kokkevi A and Uchtenhagen A.  European Addiction Severity Index: A Guide to 
Training and Administering EuropASI Interviews,  European Addiction Severity Index 
Working Group, 1995. 
 
[10] Fromuth ME The relationship of childhood sexual abuse with later psychological and 
sexual adjustment in a sample of college women. Child Abuse and Neglect 1986 10, 5-15. 
 
[11] Rosen LN and Martin L  The Measurement of Childhood Trauma among Male and 
Female Soldiers in the US Army Military Medicine 1996 161, 6: 342-345. 
 
[12] Rosen LN and Martin L Childhood Antecedents of Psychological Adaptation to Military 
Life.  Military Medicine 1996 161: 11: 665-668 
 
[13] Allen JG, Coyne L and Huntoon J Trauma pervasively elevates brief symptom inventory 
profiles in inpatient women.  Psychological Reports 1998, 83. 499-513. 
 
[14] Allen JG, Huntoon J, Evans RB A self-report measure to screen for trauma history and its 
application to women in inpatient treatment for trauma-related disorders.  Bulletin of the 
Menninger Clinic 1999 63: 3: 429-442. 
 
 23 
[15] Sheikh JI, Swales PJ, Kravitz J, Bail G, and Barr Taylor C Childhood abuse History in 
Older women with Panic Disorder.  The American Journal of Geriatric Psychiatry 1994 2: 1: 
75-77. 
 
[16] Bernstein DP, Ahluvalia T, Pogge D and Handelsman L Validity of the Childhood 
Trauma Questionnaire in an Adolescent Psychiatric Population Journal of the American 
Academy of Child and Adolescent Psychiatry 1997 36: 3: 340- 348. 
 
[17] Carrion VG and Steiner H Trauma and dissociation in Delinquent Adolescents Journal of 
the American Academy of Child and Adolescent Psychiatry 2000 39: 3: 353-359 
 
[18] Roy A  Childhood Trauma and depression in alcoholics: relationship to hostility.  Journal 
of Affective Disorders 1999 56; 215-218. 
 
[19] Medrano MA, Zule WA, Hatch J and Desmond DP  Prevalence of childhood Trauma in a 
Community Sample of Substance-Abusing Women  American Journal of Drug and alcohol 
Abuse 1999 25: 3: 429-462. 
 
[20] Medrano MA, Desmond DP, Zule WA, Hatch JP  Histories of childhood Trauma and the 
Effects on Risky HIV Behaviours in a Sample of Women Drug Users.  American Journal of 
Drug and Alcohol Abuse 1999 25: 4: 593-606. 
 
[21] Goode S Researching a hard-to-access and vulnerable population: Some considerations on 
Researching Drug and Alcohol-Using mothers Sociological research Online 2000  5, 1, 
http://www.socresonline.org.uk/5/1/goode.html 
 
 24 
[22] Fink L, Bernstein D, Handelsman L, Foote J, Lovejoy M  Initial reliability and validity of 
the Childhood Trauma Interview: a new multidimensional measure of childhood interpersonal 
trauma American Journal of Psychiatry 1995 152: 1329-1335. 
 
[23] Cohen FS and Densen-Gerber J A study of the relationship between child abuse and drug 
addiction in 178 patients: preliminary results, Child Abuse and Neglect 1988 6, 383-387. 
 
[24] Reed BG Developing women-sensitive drug dependence treatment services: why so 
difficult?  Journal of Psychoactive Drugs 1987 April-Jun 19(2) 151-164. 
 
[25] Fullilove MT, Fullilove RE, Smith M Violence, trauma and post-traumatic stress disorder 
among women drug users. Journal of Traumatic Stress 1993 6; 533-543  
 
[26] Brady TK, Kileen T and Saladin ME   Comorbid substance abuse and posttraumatic stress 
disorder : characteristics of women in treatment American Journal of Addiction 1994 3; 160-
164  
 
[27] Swift W, Copeland J, Hall W Characteristics of women with alcohol and other drug 
problems:  Findings of an Australian national survey.  Addiction 1996 91 (8) 1141-50. 
 
[28] Ladwig GB and Anderson MD Substance abuse in women: Relationship between 
chemical dependency of women and past reports of physical and/or sexual abuse.  
International Journal of the Addictions 1989 24, 8, 739-54 
 
 25 
[29] Resnick HS, Kilpatrick DG, Danksy BS, Sanders BE and Best CL Prevalence of civilian 
trauma and post-traumatic stress disorder in a representative national sample of women. 
Journal of Consulting and Clinical Psychology 1993 1 (6) 984-91 
 
[30] Dunn, GE Ryan JJ and Dunn CE Trauma symptoms in substance abusers with and without 
histories of childhood abuse.  Journal of Psychoactive Drugs 1994 , 26, 357-360. 
 
[31] Kendall-Tackett K, Williams L, Finkelhor D Impact of sexual abuse on children: a review 
and synthesis of recent empirical studies.  Psychological Bulletin 1993 113: 164-180. 
 
[32] Briere J and Zaidi L Sexual abuse histories and sequelae in female psychiatric emergency 
room patients.  American Journal of Psychiatry 1989 146: 1602-1606. 
 
[33] Downs WR and Harrison L Childhood maltreatment and the risk of substance problems in 
later life.  Health and Social Care in the Community 1998 6, 1, 35-46. 
 
[34] Darke S  Self report among injecting drug users: a review Drug and Alcohol Dependence 
1998 51 253-263 
 
[35] Van de Goor, Garretsen HFL, Kaplan C, Korf D, Spriut IP, de Zwart WM Research 
Methods for Illegal Drug Use in Hidden Populations: summary Report of a European invited 
Expert Meeting Journal of Psychoactive Drugs 1994 26, 1, 33- 40 
 
[36] Brewin CR, Andrews B and Gotlib IH   Psychopathology and early experience: a 
reappraisal of retrospective reports.   Psychological Bulletin 1993, 113, 82-98. 
 
 26 
[37] Maughan B and Rutter M  Retrospective reporting of childhood adversity: issues in 
assessing long-term recall.  Journal of Personality Disorders, 1997 11, 19-33. 
 
[38] Walker EA, Unutzer J, Rutter C, Gelfand A, Saudners K, VonKorff M, Koss MP, and 
Katon W Costs of Health Care Use by Women HMO Members With a History of Childhood 
Abuse and Neglect.  Archives of General Psychiatry 1999 56, 609-613 
 
[39] Finkelohor D, Hotaling G, Lewis IA, Smith C  Sexual abuse in a national survey of men 
and women: prevalence, characteristics and risk factors.  Child Abuse and Neglect 1990 14: 19-
28. 
 
[40] Sherman MF and Bigelow GE Validity of patients’ self-reported drug use as a function of 
treatment status.  Drug and Alcohol Dependence 1992 30, 1-11. 
 
[41] Zanis DA, McLellan AT, Randall M Can you trust self-reports of drug use during 
treatment?  Drug and Alcohol Dependence 1994 35, 127-132. 
 
[42] Adelekan M, Metregian N, Tallack F, Stimson GV and Shanahan W Who should collect 
Opiate Treatment Index data in opioid treatment outcome monitoring: Clinic staff or 
researchers?  Drug and Alcohol Dependence 1996 15, 65-71. 
 
 
   
 
 
 27 
 
Table 1: Demographic details of the study group on entering treatment 
 
  
 All 
n = 911 
  
% female 33.3 
  
% aged 16-19 yrs 11.1 
% aged 20-29 yrs 56.7 
% aged 30-39 yrs 28.9 
% aged 40-49 yrs   3.3 
  
% lived alone for past 3 
years 
12.4 
% never married 83.1 
  
% urban dwellers 84.3 
% suburban dwellers   9.0 
% rural dwellers   6.7 
  
% university educated   9.0 
% in employment   4.5 
  
% in debt 53.9 
% with some illegal 
income 
67.4 
  
1For some of the background variables n<91 if participants declined to disclose personal 
information.
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Table 2: Substance Use of female and male clients in study  
 
 Women (n=30) Men (n = 60) 
Ever used n % Median age  
of first use 
n % Median age  
of first use 
alcohol 28 93.3 14 55 91.7 14 
drugs 30 100.0 14 60 100.0 14 
       
heroin 28 93.3 19 56 93.3 18 
Cannabis 25 83.3 15 58 96.7 15 
pills 25 83.3 17 52 86.7 19 
Amphetamines 23 76.3 16 42 70.0 17 
methadone 21 70.0 21 50 83.3 24 
opiates 16 53.4 17 48 80.0 19 
Hallucingens 12 40.0 15 19 31.7 15 
Inhalants 12 40.0 14 27 45.0 14 
cocaine 11 36.7 18 28 46.7 20 
       
More than 1 
substance daily 
30 100.0 15 30 100.0 15 
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Table 3 : Responses to statements defined as indicators of emotional abuse on the CTQ 
 
 
When I was growing up… Never 
true 
Rarely 
true 
Sometime
s true 
Often true Very often 
true 
 n % n % n % n % n % 
People in my family 
criticised me 
     
Women 5  16.7 2  6.7 5  16.7 9  30.0 9  30.0 
Men 11  18.3 7  11.7 26  43.3 13  21.7 3  5.0 
      
Someone in my family yelled 
and screamed at me 
     
Women 4  13.3 4  13.3 7  23.3 3  10.0 12  40.0 
Men 7  11.7 10  16.7 18  30.0 11  18.3 14  23.3 
      
People in my family called 
me things like “stupid”, 
“lazy” or “ugly” 
     
Women 8  26.7 1  3.3 9  30.0 3  10.0 9  30.0 
Men 16  26.7 15  25.0 16  26.7 5  8.3 8  13.3 
      
I had to protect myself from 
someone in my family by 
fighting, hiding or running 
away 
     
Women 8  26.7 5  16.7 2  6.7 5  16.7 10  33.3 
Men 29  48.3 11  18.3 10  16.7 3  5.0 7  11.7 
      
I thought that my parents 
wished I have never been 
born 
     
Women 15  50.0 3  10.0 6  20.0 1  3.3 5  16.7 
Men 36  60.0 8  13.3 10  16.7 3  5.0 3  5.0 
      
People in my family said 
hurtful or insulting things to 
me 
     
Women 5  16.7 1  3.3 11  36.7 6  20.0 7  23.3 
Men 12  20.0 15  25.0 20  33.3 9  15.0 4  6.7 
      
People in my family seemed 
out of control 
     
Women 8  26.7 2  6.7 4  13.3 3  10.0 13  43.3 
Men 20  33.3 11  18.3 15  25.0 6  10.0 8  13.3 
      
The punishments I received 
seemed cruel 
     
Women 11  36.7 4  13.3 3  10.0 2  6.7 10  33.3 
Men 26  43.3 11  18.3 10  16.7 8  13.3 5  8.3 
      
 30 
Someone in my family hated 
me 
     
Women 7  23.3 8  26.7 4  13.3 0  11  36.7 
Men 38  63.3 7  11.7 5  8.3 4  6.7 6  10.0 
      
People in my family pushed 
or shoved me 
     
Women 8  26.7 3  10.0 6  20.0 5  16.7 8  26.7 
Men 20  33.3 14  23.3 16  26.7 6  10.0 4  6.7 
      
I was frightened of being hurt 
by someone in my family 
     
Women 5  16.7 6  20.0 2  6.7 3  10.0 14  46.7 
Men 31  51.7 5  8.3 12  20.0 3  5.0 9  15.0 
      
I believe that I was 
emotionally abused 
     
Women 9  30.0 1  3.3 6  20.0 2  6.7 12  40.0 
Men 30  50.0 6  10.0 7  11.7 5  8.3 12  20.0 
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Table 4: Responses to statements defined as indicators of physical abuse on the CTQ 
 
When I was growing up… Never 
true 
Rarely 
true 
Sometime
s true 
Often 
true 
Very often 
true 
 n % n % n % n % n % 
Someone in my family hit or 
bear me 
     
Women 11  36.7 4  13.3 5  16.7 2  6.7 8  26.7 
Men 28  46.7 9  15.0 9  15.0 7  11.7 7  11.7 
      
I saw my mother or one of 
my brothers or sisters get hit 
or beaten 
     
Women 9  30.0 2  6.7 6  20.0 3  10.0 10  33.3 
Men 22  36.7 5  8.3 16  26.7 7  11.7 10  16.7 
      
I got hit so hard by someone 
in my family that I had to go 
see a doctor or go to the 
hospital 
     
Women 20  66.7 1  3.3 5  16.7 1 3 3. 3  10.0 
Men 48  80.0 5  8.3 5  8.3 0  2  3.3 
      
People in my family hit me 
so hard that it left me with 
bruises or marks 
     
Women 14  46.7 1  3.3 4  13.3 1  3.3 10  33.3 
Men 34  56.7 8  13.3 6  10.0 5  8.3 7  11.7 
      
I was punished with a belt, a 
board, a cord or some other 
hard object 
     
Women 16  53.3 3  10.0 2  6.7 3  10.0 6  20.0 
Men 31  51.7 7  11.7 6  10.0 7  11.7 9  15.0 
      
I believe that I was 
physically abused 
     
Women 12  40.0 3  10.0 3  10.0 0  12  40.0 
Men 43  71.7 2  3.3 6  10.0 1  1.7 8  13.3 
      
I got hit or beaten so badly 
that it was noticed by 
someone like a teacher, 
neighbour or doctor 
     
Women 20  66.7 0  4  13.3 2  6.7 4  13.3 
Men 50  83.3 2  3.3 6  10.0 0  2  3.3 
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Table 5: Responses to statements defined as indicators of sexual abuse on the CTQ 
 
When I was growing up… Never 
true 
Rarely 
true 
Sometime
s true 
Often 
true 
Very often 
true 
 n % n % n % n % n % 
      
I believe that one of my 
brothers or sisters might have 
been molested 
     
Women 25  83.3 0  2  6.7 0  3  10.0 
Men 55  91.7 0  2  3.3 0  3  5.0 
      
I had sex with an adult or 
someone who a lot older than 
me (someone at least 5 years 
older than me 
     
Women 13  43.3 0  8  26.7 5  16.7 4  13.3 
Men 40  66.7 6  10.0 10  16.7 1  1.7 3  5.0 
      
Someone tried to touch me in 
a sexual way or tried to make 
me touch them 
     
Women 14  46.7 0  6  20.0 3  10.0 7  23.3 
Men 53  88.3 3  5.0 3  5.0 0  1  1.7 
      
Someone threatened to hurt 
me or tell lies about me 
unless I did something sexual 
with them 
     
Women 18  60.0 0  4  13.3 3  10.0 5  16.7 
Men 58  96.7 0  0  1  1.7 1  1.7 
      
Someone tried to make me 
do sexual things or watch 
sexual things 
     
Women 15  50.0 0  5  16.7 1  3.3 9  30.0 
Men 55  91.7 3  5.0 0  0  2  3.3 
      
Someone molested me      
Women 14  46.7 1  3.3 5  16.7 1  3.3 9  30.0 
Men 57  95.0 0  1  1.7 0  2  3.3 
      
I believe that I was sexually 
abused 
     
Women 14  46.7 1  3.3 4  13.3 11  36.7 0  
Men 57  95.0 0  1  1.7 2  3.3 0  
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Table 6: Responses to statements defined as indicators of emotional neglect on the CTQ 
(where rarely or never true responses are undesirable) 
 
When I was growing up… Never 
true 
Rarely 
true 
Sometime
s true 
Often 
true 
Very often 
true 
 n % n % n % n % n % 
There was someone in my 
family whom I could talk to 
about my problems 
     
Women 9  30.0 2  6.7 9  30.0 2  6.7 8  26.7 
Men 12  20.0 4  6.7 17  28.3 7  11.7 20  33.3 
      
People in my family showed 
confidence in me and 
encouraged me to succeed 
     
Women 4  13.3 3  10.0 5  16.7 5  16.7 13  43.3 
Men 5  8.3 6  10.0 15  25.0 14  23.3 20  33.3 
      
I knew that there was 
someone to take care of me 
and protect me 
     
Women 4  13.3 1  3.3 8  26.7 1  3.3 16  53.3 
Men 1  1.7 1  1.7 13  21.7 13  21.7 32  53.3 
      
There was someone my 
family whom I admired and 
wanted to be like 
     
Women 9  30.0 1  3.3 6  20.0 3  10.0 11  36.7 
Men 18  30.0 8  13.3 7  11.7 16  26.7 11  18.3 
      
There was someone in my 
family who helped me feel 
that I was important or 
special 
     
Women 5  16.7 2  6.7 7  23.3 2  6.7 14  46.7 
Men 5  8.3 6  10.0 16  26.7 12  20.0 21  35.0 
      
There was someone in my 
family who wanted me to be 
a success 
     
Women 4  13.3 3  10.0 1  3.3 6  20.0 16  53.3 
Men 3  5.0 3  5.0 11  18.3 14  23.3 29  48.3 
      
I felt loved      
Women 4  13.3 2  6.7 10  33.3 3  10.0 11  36.7 
Men 2  3.3 7  11.7 11  18.3 15  25.0 25  41.7 
      
My parents tried to treat all 
of us children the same 
     
Women 7  23.3 2  6.7 5  16.7 4  13.3 12  40.0 
Men 4  6.7 7  11.7 7  11.7 13  21.7 29  48.3 
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There was someone in my 
family who made sure I 
stayed out of trouble 
     
Women 13  43.3 2  6.7 2  6.7 6  20.0 7  23.3 
Men 13  21.7 10  16.7 16  26.7 8  13.3 13  21.7 
      
There was someone older 
than myself (like a teacher or 
a parent) who was a positive 
role model for me 
     
Women 12  40.0 1  3.3 4  13.3 3  10.0 10  33.3 
Men 22  36.7 10  16.7 10  16.7 10  16.7 8  13.3 
      
People in my family looked 
out for each other 
     
Women 11  36.7 1  3.3 6  20.0 2  6.7 10  33.3 
Men 5  8.3 4  6.7 13  21.7 14  23.3 24  40.0 
      
People in my family tried to 
keep me away from bad 
influences 
     
Women 7  23.3 1  3.3 6  20.0 4  20.0 12  40.0 
Men 4  6.7 5  8.3 15  25.0 10  16.7 26  43.3 
      
People in my family 
encouraged me to stay in 
school and get an education 
     
Women 7  23.3 2  6.7 1  3.3 5  16.7 15  50.0 
Men 8  13.3 4  6.7 9  15.0 15  25.0 24  40.0 
      
People in my family felt 
close to each other 
     
Women 7  23.3 3  10.0 8  26.7 3  10.0 9  30.0 
Men 4  6.7 6  10.0 15  25.0 17  28.3 18  30.0 
      
Someone in my family 
believed in me 
     
Women 3  10.0 4  13.3 3  10.0 5  16.7 15  50.0 
Men 1  1.7 9  15.0 18  30.0 12  20.0 20  33.3 
      
My family was a course of 
strength and support 
     
Women 10  33.3 2  6.7 6  20.0 5  16.7 7  23.3 
Men 6  10.0 9  15.0 17  28.3 16  26.7 12  20.0 
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Table 7: Responses to statements defined as indicators of physical neglect on the CTQ 
 
When I was growing up… Never 
true 
Rarely 
true 
Sometime
s true 
Often 
true 
Very often 
true 
 n % n % n % n % n % 
      
I didn’t have enough to eat      
Women 25  83.3 3  10.0 2  6.7 0   0  
Men 50  83.3 6  10.0 2  3.3 0  2  3.3 
      
I lived in a group home or 
foster home 
     
Women 23  76.7 2  6.7 1  3.3 1 3.3 3  10.0 
Men 48  80.0 0  3  5.0 5  8.3 4  6.7 
      
I was living on the streets by 
the time I was a teenager or 
even younger 
     
Women 17  56.7 2  6.7 3 10.0 1  3.3 7  23.3 
Men 45  75.0 1  1.7 5  8.3 2  3.3 7  11.7 
      
My parents were too drunk or 
high to take care of the 
family 
     
Women 19  63.3 3  10.0 4  13.3 0  4  13.3 
Men 37  61.7 7  11.7 6  10.0 5  8.3 5  8.3 
      
People in my family got into 
trouble with the police 
     
Women 10  33.3 3  10.0 8  26.7 2  6.7 7  23.3 
Men 24  40.0 11  18.3 12  20.0 5  8.3 8  13.3 
      
I had to wear dirty clothes      
Women 23  76.7 2  6.7 2  6.7 3  10.0 0  
Men 49  87.7 5  8.3 6  10.0 0  0  
      
I lived with different people 
at different times (like 
different relatives or foster 
family) 
     
Women 19  63.3 2  6.7 4  13.3 1  3.3 4  13.3 
Men 39  65.0 3  5.0 12  20.0 4  6.7 2  3.3 
      
I spent time out of the house 
and non one knew where I 
was 
     
Women 5  16.7 7  23.3 2  6.7 5  16.7 11  36.7 
Men 9  15.0 10  16.7 19  31.7 14  23.3 8  13.3 
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Table 8:  Comparisons between male and female users undergoing treatment across the 
domains of the Childhood Trauma Questionnaire (n=90) 
 
 
 Males Females Chi-square 
 (n=60) (n=30)  
 Mean SD Mean SD P value 
Emotional abuse 28.8 12.1 37.9 14.2 0.002 
Physical abuse 13.8 7.9 17.7 9.8 0.045 
Sexual abuse 8.8 4.0 17.0 10.2 0.001 
Emotional neglect 38.9 14.3 42.4 17.8 0.314 
Physical neglect 15.0 5.6 16.6 7.3 0.253 
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Table 9: Clinical interpretation of the childhood histories of study group of 91 adults in 
residential drug treatment 
 
Emotional 
abuse 
Physical 
abuse 
Sexual  
abuse 
Emotional 
neglect 
Physical 
neglect 
 
N 
None or minimal 7 
None or minimal Low to 
Moderate 
12 
None or minimal Moderate to 
Severe 
1 
None or minimal Low to 
moderate 
Moderate to 
Extreme 
1 
None or minimal Low to 
moderate 
None or 
minimal 
3 
None or minimal Moderate to 
Extreme 
Low to 
Moderate 
2 
None or minimal Moderate to 
Extreme 
Moderate to 
Extreme 
1 
None or minimal Severe to Extreme 2 
None or minimal Low to 
moderate 
Moderate to 
Severe 
Severe to 
Extreme 
1 
None or minimal Low to 
moderate 
None or 
minimal 
Moderate to 
Severe 
2 
None or minimal Low to 
moderate 
None or minimal 4 
None or minimal Low to 
moderate 
None or 
minimal 
Severe to 
Extreme 
1 
None or minimal Severe to 
Extreme 
None or minimal 2 
None or 
minimal 
Low to 
moderate 
None or 
minimal 
Low to moderate 1 
None or 
minimal 
Low to 
moderate 
None or minimal Low to 
moderate 
2 
None or 
minimal 
Low to 
moderate 
None or minimal 2 
None or 
minimal 
Low to 
moderate 
Moderate to 
Severe 
None or minimal 1 
None or 
minimal 
Moderate to 
Severe 
None or minimal Low to 
moderate 
1 
Low to 
moderate 
None or minimal Moderate to 
Severe 
1 
Low to 
moderate 
None or minimal Severe to 
Extreme 
Moderate to 
Severe 
1 
Low to 
moderate 
None or 
minimal 
Low to moderate Moderate to 
Severe 
1 
Low to 
moderate 
None or 
minimal 
Severe to 
Extreme 
None or 
minimal 
Low to 
moderate 
1 
Low to 
moderate 
None or 
minimal 
Severe to 
Extreme 
None or minimal 1 
Low to moderate None or minimal 2 
Low to moderate Severe to Moderate to 1 
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Extreme Severe 
Low to 
moderate 
Moderate to 
Severe 
None or 
minimal 
Moderate to Severe 1 
Low to 
moderate 
Moderate to 
Severe 
Low to 
moderate 
Moderate to Severe 1 
Low to 
moderate 
Severe to 
Extreme 
None or 
minimal 
Moderate to Severe 1 
Low to 
moderate 
Severe to 
Extreme 
Low to 
moderate 
Moderate to 
Severe 
Severe to 
Extreme 
1 
Moderate to 
Severe 
None or minimal Moderate to 
Severe 
Low to 
Moderate 
1 
Moderate to 
Severe 
None or minimal Severe to 
Extreme 
1 
Moderate to Severe Low to moderate Moderate to 
Severe 
1 
Moderate to Severe Low to 
Moderate 
Moderate to 
Severe 
1 
Moderate to 
Severe 
Severe to 
Extreme 
None or 
minimal 
Low to 
moderate 
Moderate to 
Severe 
1 
Moderate to 
Severe 
Severe to 
Extreme 
Moderate to Severe Low to 
Moderate 
1 
Moderate to 
Severe 
Severe to 
Extreme 
Moderate to Severe 1 
Severe to 
Extreme 
None or 
minimal 
Severe to 
Extreme 
None or minimal 1 
Severe to 
Extreme 
Low to 
moderate 
None or 
minimal 
Severe to Extreme 1 
Severe to 
Extreme 
Moderate to 
Severe 
Low to 
moderate 
None or 
minimal 
Severe to 
Extreme 
1 
Severe to 
Extreme 
Moderate to Severe Low to 
Moderate 
None or 
minimal 
1 
Severe to Extreme None or minimal Moderate to 
Severe 
1 
Severe to Extreme None or 
minimal 
Low to 
moderate 
None or 
minimal 
1 
Severe to Extreme None or 
minimal 
Low to 
moderate 
Severe to 
Extreme 
1 
Severe to Extreme None or 
minimal 
Severe to Extreme 1 
Severe to Extreme Low to moderate Moderate to 
Severe 
2 
Severe to Extreme Low to moderate Severe to 
Extreme 
2 
Severe to Extreme Low to 
Moderate 
Moderate to 
Severe 
Severe to 
Extreme 
1 
Severe to Extreme Low to 
Moderate 
Severe to Extreme 1 
Severe to Extreme Moderate to 
Severe 
Low to 
Moderate 
Moderate to 
Severe 
1 
Severe to Extreme Moderate to 
Severe 
None or 
minimal 
Severe to 
Extreme 
1 
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Severe to Extreme Moderate to Severe 1 
Severe to Extreme Moderate to 
Severe 
Severe to Extreme 1 
Severe to Extreme None or 
minimal 
Severe to 
Extreme 
2 
Severe to Extreme Low to 
moderate 
Severe to 
Extreme 
1 
Severe to Extreme Moderate to 
Severe 
Severe to 
Extreme 
2 
Severe to Extreme 3 
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Table 10:  Comparisons between 60 male and 30 female users undergoing treatment 
across the domains (and their clinical interpretation)  of the Childhood Trauma 
Questionnaire  
 
 None or 
minimal 
Low to 
Moderate 
Moderate 
to Severe 
Severe to 
Extreme 
P 
value 
 n % n % n % n %  
Emotional abuse          
Women 11 36.7 3  10.0 1 3.3 15 50.0  
Men 34 56.7 9 15.0 6 10.0 11 18.3 0.018 
          
Physical abuse          
Women 13 43.3 2 6.7 3 10.0 12 40.0  
Men 33 55.0 8 13.3 4 6.7 15 25.0 0.374 
          
Sexual abuse          
Women 10 33.3 4 13.3 5 16.7 11 36.7  
Men 39 65.0 15 25.0 4 6.7 2 3.3 <0.00
1 
          
Emotional neglect          
Women 13 43.3 7 23.3 4 13.3 6 20.0  
Men 33 55.0 11 18.3 11 18.3 5 8.3 0.346 
          
Physical neglect          
Women 9 30.0 4 13.3 6 20.0 11 36.7  
Men 15 25.0 17 28.3 15 25.0 13 21.7 0.260 
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Table 11:  Frequency of Severe to Extreme clinical interpretations from 5 domains CTQ 
data (range 0 – 5)  by gender 
 
 Women Men All 
No. of Severe to 
Extreme 
domains 
n % n % n % 
0 11 36.7 37 61.7 48 53.3 
1 4 13.3 10 16.7 14 15.6 
2 6 20.0 5 8.3 11 12.2 
3 0 0 6 10.0 6 6.7 
4 6 20.0 2 3.3 8 8.9 
5 3 10.0 0 0 3 3.3 
 
 
